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Anti-neutrophil cytoplasmic autoantibody (ANCA)-associated vasculitis is a
potentially life-threatening systemic disease. Renal involvement is an
unfavorable factor in terms of prognosis and outcome. ANCA-associated renal
disease can be treated effectively with immunosuppressive drugs, but
administration of these drugs is often not without side-effects. Since these
drugs can cause morbidity and mortality, they need to be used with care. For
each patient a risk-benefit calculation should be made. Patients should not be
exposed to the risks of treatment if improvement in outcome is not likely.
Besides renal damage, for therapeutic decisions the involvement of other organs
should be taken into account. In this thesis, outcome parameters are investigated
in depth, providing more insight into which variables are favorable and
unfavorable with regard to treatment response. Both short and long term
outcome for patients who present with severe renal impairment were topics of
investigation. Long term outcome was also studied for patients with mild to
moderated renal involvement. The patients that were dialysis dependent at
diagnosis and those who had ENT involvement were analyzed separately. This
thesis attempts to elucidate more of the aspects of renal histology in ANCA-
associated vasculitis and its relation to clinical outcome.

Nature versus nurture
Which genetic and/or environmental factors contribute to or are necessary for
the initiation of ANCA-associated vasculitis has been subject of debate for
some time. Reviewing the literature, the most likely hypothesis is that an
interplay of environmental factors upon genetic susceptibility is responsible
for the eventual development of clinical disease. In chapter 6, different factors
possibly involved in the development of ANCA are extensively reviewed. Of
all the candidate factors to play a role in the etiology of ANCA-associated
vasculitis, many did not turn out to be closely related to, let alone necessary
for, the development of vasculitis, later on. From the course of research within
this field we can conclude that not a single factor has been identified that is
absolutely necessary for the development of ANCA-associated vasculitis. The
hypothesis would be that vasculitis is a multifactorial disease initiated by both
environmental and genetic factors.
The most likely candidate environmental factors that trigger ANCA production
are silica exposure, bacterial infection, e.g. by S. aureus, viral infection, e.g.
by parvovirus B19, and drugs like anti-thyroid medication or antibiotics. The
identification of geographical and seasonal trends also points towards the
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presence of an environmental initiating factor. Alternatively, many different
genes have been identified to be associated with the presence of ANCA-
associated vasculitic disease. These genes regulate for example HLA, apoptosis,
Fcγ-receptor, complement, adhesion of polymorphonuclear cells, T cells,
cytokines, PR3 inhibitor, PR3, and MPO.
The hypothesis that vasculitis is triggered by a multifactorial interplay is
supported by the low incidence of ANCA-vasculitis, possibly reflecting the
chance of these factors coming together and inducing disease. Another
characteristic of the disease supporting this hypothesis is the older age of onset,
indicating that on average a long time is necessary to gather the factors that are
necessary for disease initiation. Older age of onset also points towards the
importance of an environmental factor, rather than a genetic factor alone.

Predicting renal outcome over time
Prognostic considerations in ANCA-associated vasculitis of course regard
survival, but also persistent organ damage due to necrosis and fibrosis after
active vasculitis and/or granuloma formation. The impact of end-stage renal
disease, with poor quality of life and increased morbidity and mortality, justifies
separate consideration with respect to prognosis in ANCA-vasculitis.
From the consultant physician's point of view, renal prognosis is a challenging
issue, especially when patients present with acute and severe renal involvement
upon diagnosis. Treatment of these patients requires strong immunosuppressive
therapeutic regimens. Drawbacks of these regimens are severe and potentially
lethal adverse effects 1. Renal function is sometimes insufficiently restored 2,
and 90% of patients experience persistent morbidity despite adequate treatment 3.
This thesis considers several aspects regarding prognosis: two studies
exclusively focus on which histological and clinical determinants are impor-
tant for predicting renal and patient outcome after one year and after 5 years
(chapter 2 and 4), another study considers the hazards and benefits of treatment
for patients with severe ANCA-associated glomerulonephritis (chapter 3).
The studies on prediction in this thesis (chapters 2, 3, and 4) should be
interpreted within the limits of the patient group the predictive models were
constructed for. In our analyses, patients with newly diagnosed mild to moderate
or severe renal disease who had no previous history of extrarenal vasculitis
were included. These trials did not include patients who experienced a second
renal flare or multiple renal flares. Their prognosis would undoubtedly be worse
due to previous organ damage. Therefore, extrapolation of the results to patients
not meeting the inclusion criteria of the trials is not advisable.
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Another point of consideration is that the r-values of the univariate analyses
could raise some doubt on the clinical applicability of the findings. A possible
explanation for the relatively low r-values could be that the patient cohorts are
a predefined group of patients with poor or mild to moderate renal function at
entry, with parameters in a relatively tight range, which is bound to lead to
relatively low r-values. Therefore, it was necessary not only to analyze the
data in a univariate manner, but also in a multivariate manner, since the
combination of parameters predicts much better for outcome than single para-
meters alone.
The models obtained from regression analysis can be useful to the clinician
for estimating renal status after 12 months. The models resulting from the
different studies described in this thesis are listed in Table 1. Despite the limited
predictive values of the models (r2 for GFR12 = 0.491 and r2 for dialysis at 12
months = 0.309) described in chapter 2, these models clearly showed that
consideration of several clinical and histological parameters results in a better
prediction of renal outcome after 12 months than evaluation of GFR0 (r

2 for
GFR12 = 0.084 and r2 for dialysis at 12 months = 0.073) or dialysis dependency
at entry (r2 for GFR12 = 0.075 and r2 for dialysis at 12 months = 0.091) alone.
Even at 5 years, the combination of clinical and histological parameters
predicted fairly well for outcome (r2 for GFR5 = 0.574 and r2 for ESRF = 0.389
for patients with mild to moderate renal involvement and r2 for GFR5 = 0.307
and r2 for ESRF = 0.389 for patients with severe renal disease), as described in
chapter 4.

The combination of normal glomeruli, acute and chronic tubulo-interstitial
damage, age, and treatment was predictive of renal outcome at 12 months
(chapter 2). A worse outcome in patients with a low percentage of normal
glomeruli, more acute and chronic tubulo-interstitial lesions, and intravenous
methyl prednisolone as adjunctive treatment was observed. A greater extent of
acute and chronic glomerular and interstitial lesions predicted a worse renal
function and higher chance of dialysis dependency at entry. After calculation
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of GFR12 corrected for GFR0, age, the percentage of normal glomeruli, tubular
atrophy, and intra-epithelial infiltrates proved to be important predictors of
renal function recovery and also to be independent of renal function at entry.
In patients who were dialysis dependent at entry, factors determining outcome
were also studied (chapter 3). Variability in outcome was determined by: type
of adjunctive treatment, percentage of normal glomeruli and glomerulosclerosis,
the extent of tubular atrophy, and the presence of arteriosclerosis. Of note is
that in both this population and the whole population of patients with a serum
creatinine of over 500 μmol/L, the percentage of normal glomeruli and the
extent of tubular atrophy are important determinants of outcome.
Predictive parameters of long term outcome were analyzed in chapter 4. Our
data show that in mild to moderate ANCA-associated glomerulonephritis, renal
function at diagnosis, age, and acute and chronic tubular injury are predictive
of renal outcome at 5 years. Meanwhile, in patients with severe renal disease,
adjunctive therapy, acute tubular lesions, and chronic glomerular and vascular
lesions determined renal outcome at 5 years.
It is remarkable that outcomes after 1 and 5 years in patients with severe renal
disease at diagnosis share the same predictors: acute tubular injury and the
type of adjunctive treatment (administered within the first two weeks after
diagnosis). Renal outcome after 5 years was heavily determined by renal
outcome after 1 year. There seems to be a selection within the first year after
diagnosis. If a patient survives the first year, the chances of surviving 5 years
are 78% for severe renal disease and even 90% for mild to moderate renal
disease. Meanwhile, of the patients who were on dialysis at 1 year, about half
will die within the next 4 years and the rest will remain in ESRF.

The role of unaffected glomeruli in the course of ANCA-
associated glomerulonephritis
One striking feature that often results from clinico-histopathological analyses
is the relationship between unaffected glomeruli and favourable outcome. In
several studies, normal glomeruli have been described to be associated with
and even predict for renal outcome over time in terms of GFR or serum
creatinine 4-10. Other studies have either not studied this association 11, or not
found this, possibly due to the limited number of patients analyzed 12. The
fraction of normal glomeruli has even been directly related to renal function.
An obvious explanation for this relationship would be that when more normal
glomeruli are present, less glomeruli contain active or chronic lesions. However,
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in most studies, active and chronic lesions as such were not predictors for
renal function, and if they were, normal glomeruli had superior predictive value.
One reason for this might be that active lesions over time can either return into
normal glomeruli or develop into chronically damaged ones. Active lesions
are reversible until a certain point in time 13. In an earlier EUVAS study on
biopsies from patients with mild to moderate renal involvement from the
CYCAZARAM trial, more active lesions, like fibrinoid necrosis and segmental
crescents, were predictive of better renal outcome, implying a capacity of these
lesions to recover 5. In a similar study described in this thesis (chapter 2 and 4)
in patients with severe renal involvement, active glomerular lesions had no
predictive value neither for short or long term, implying that in these patients
a larger amount of glomeruli containing active lesions had lost their regenerative
capacity 14.
Another reason for the superior reliability of normal glomeruli as predictive
parameter for renal outcome might be that -under treatment- the percentage of
normal glomeruli in a renal biopsy does not change over time 15. In contrast,
the percentage of crescents decreases, while the percentage of
glomerulosclerosis increases, usually resulting in poor correlation of these pa-
rameters with prognosis.
The initiation of  treatment has been suggested to prevent crescent formation
in as yet unaffected glomeruli, while it has been shown to be unable to prevent
glomerulosclerosis of affected glomeruli 16. In a rabbit model, crescents, pre-
sent in 90% of glomeruli at onset, can evolve into histologically normal
glomeruli in half of the cases, and in glomerulosclerosis in the other half 17. In
humans, spontaneous improvement in crescentic glomerulonephritis has also
been described 18,19. The hypothesis derived from this would implicate a point-
of-no-return, after which glomeruli are too badly damaged by crescent formation
to reverse into normal again, and instead evolve to sclerosis. This point could
be when crescents turn fibrous 18. After induction of remission, normal glomeruli
are not recruited in the active disease process anymore, reflected by stabilisation
of renal function. Only during relapse of the disease, normal glomeruli can
again become damaged and may develop extracapillary proliferation and
glomerulosclerosis 15.
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Tubulitis and pathogenesis
The significance of renal tubulointerstitial damage in Wegener's granulomatosis
in terms of outcome has been appreciated before 20. Nonetheless, glomerular
lesions 21 (although sometimes in combination with interstitial lesions 22,23)
have usually been the subject of outcome studies.
In multiple forms of primary glomerulonephritis that were not ANCA-
associated, tubulointerstitial lesions have been found to correlate with long
term patient and renal survival 24,25. Tubular atrophic changes and interstitial
fibrosis were predominantly present in crescentic, focal sclerosing, chronic
diffuse, and membranoproliferative glomerulonephritis 25.
In chapter 2, we describe that tubular damage, especially tubular atrophy and
intra-epithelial infiltrates in biopsies from patients who initially present with a
serum creatinine higher than 500 μmol/L, were even more predictive of renal
outcome than glomerular lesions 14.
However, the percentages of different infiltrating cells have merely been
correlated and have not yet been co-localized with tubular lesions. Although
granulocyte, monocyte/macrophage, and lymphocyte infiltration in the
interstitium has been described 26, the extent of these infiltrates in tubuli is still
to be explored. However, circumstantial evidence of monocyte recruitment
exists. Renal tubular cells express proteins associated with interstitial monocyte
infiltration 27, cell-directed adhesion and chemotaxis 26. IL1-β, ICAM-1 and
VCAM-1 were found in tubular areas of biopsies and are involved in the
recruitment of intraglomerular leukocytes in renal vasculitis 28. Cytokines
expressed by mononuclear cells were also observed in some tubular epithelial
cells 29,30. Moreover, renal tubular epithelial cells have been shown to express
both PR3 mRNA 31 and protein 32,33, although the latter has been disputed 34.
Antibodies to PR3 have been shown to interact with tubular epithelial cells
that express PR3 33,35, implying that anti-PR3 antibodies can directly cause
renal damage and loss of kidney function in WG and not only secondary to
glomerular injury.

Dying of therapy
In an analysis on causes of death within patients on dialysis at entry (chapter 3),
an important finding was the distribution of time to death in relation to its
causes. A subdivision emerged between the first 3 months of disease and the
period after 3 months. In the first 3-month period, death most often resulted
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from causes that were not clearly therapy related, such as the disease itself and
vascular factors. Between 3 and 12 months, death was exclusively caused by
therapy, predominantly sepsis following infection. Considering earlier reports
that the addition of plasma exchange and intravenous methyl prednisolone
facilitates the improvement of renal function within the first 3 months after
disease onset 36-38, it is a striking contrast that death due to therapy almost
exclusively occurs in the period after 3 months. The explanation of this
phenomenon may be the cumulative dose of immunosuppressive treatment.
This finding stresses once again that improved and safer treatment regimens
are required for patients with ANCA-associated glomerulonephritis and dialysis
dependency at diagnosis.

The protective effect of ENT involvement
In many patients diagnosed with ANCA-associated vasculitis renal biopsies
show that both acute and chronic lesions are already present at diagnosis. A
previous study has shown that under treatment no normal glomeruli will
participate in the disease process 15. Therefore, a major challenge lies in the
early recognition of ANCA-associated vasculitis. This thesis shows that patients
with ENT involvement have a higher percentage of normal glomeruli and less
chronic glomerular and tubular damage in their biopsies (chapter 5). These
parameters have been shown to be beneficial in terms of outcome over time
(chapters 2, 3, and 4). ENT involvement has even been shown to predict longer
survival in systemic Wegener's granulomatosis 39. Next to ENT involvement,
general symptoms are often present at diagnosis, like myalgia, arthralgia/
arthritis, body temperature over 38 °C, and weight loss >2 kg. These general
complaints should be noticed since they can reduce diagnostic delay (chapter 5).

Conclusions
This thesis elaborates on the different factors that might play a role in ANCA
formation in patients with ANCA-associated vasculitis. It reveals which clinical
and histological parameters determine outcome over time, differentiating bet-
ween groups of patients. These efforts are aimed at rendering insight into the
prognoses of different patient groups and the influence of the clinical picture
and the renal biopsy of the individual patient on the prognosis.
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The European Vasculitis Study Group (EUVAS)
All the work presented in this thesis has been the result of a long tradition of
intense and constructive collaboration within the EUVAS. The only way to
gain knowledge on rare diseases, like ANCA-associated vasculitis, is to work
within a large nation-transcending consortium. Over the past years, the EUVAS
has contributed significantly to the existing knowledge on ANCA-associated
vasculitis, especially when it comes to therapeutic strategies. International large-
scale collaboration, as established in the EUVAS, will play a pivotal role to
study more aspects of ANCA-associated vasculitis in the future.

Future perspectives
Over the past two decades we have learned a lot about the pathogenesis of
vasculitis, but also about response to treatment and about which factors
determine prognosis. Future research will probably render insight into which
genetic and environmental factors are important in developing disease and
will provide specific population-based or even individual-based therapeutic
regimens. Considering histology with regard to ANCA-associated
glomerulonephritis, it not only has a role in confirming diagnosis, but also has
prognostic potential -both at short and long term. Histology can help to provide
insight into the pathogenesis of this disease. Due to recent observations from
both our group and others, the role of intra-epithelial infiltrate within the tubules
becomes of special interest, and might provide a challenging future field of
research.
However, the greatest challenge in the future will be to find answers to basic
questions the newly diagnosed vasculitis patient asks his treating physician,
like: "How did I get this disease?", "How can I be cured from it?", and "What
is my prognosis?". These questions touch upon fundamental issues when it
comes to insight into etiology and pathogenesis of vasculitis. But also the
search for a treatment that cures the disease rather than one that only manages
its symptoms remains a future challenge.

References

1. Savage CO, Harper L, Adu D: Primary systemic vasculitis. Lancet 349:553-558,
1997

2. Slot MC, Tervaert JW, Franssen CF, Stegeman CA: Renal survival and prognostic
factors in patients with PR3-ANCA associated vasculitis with renal involvement.
Kidney Int 63:670-677, 2003



172

Chapter 7

3. Gayraud M, Guillevin L, le Toumelin P, Cohen P, Lhote F, Casassus P, Jarrousse B:
Long-term followup of polyarteritis nodosa, microscopic polyangiitis, and Churg-
Strauss syndrome: analysis of four prospective trials including 278 patients.
Arthritis Rheum 44:666-675, 2001

4. Bajema IM, Hagen EC, Hermans J, Noel LH, Waldherr R, Ferrario F, van der
Woude FJ, Bruijn JA: Kidney biopsy as a predictor for renal outcome in ANCA-
associated necrotizing glomerulonephritis. Kidney Int 56:1751-1758, 1999

5. Hauer HA, Bajema IM, van Houwelingen HC, Ferrario F, Noel LH, Waldherr R,
Jayne DR, Rasmussen N, Bruijn JA, Hagen EC: Determinants of outcome in
ANCA-associated glomerulonephritis: a prospective clinico-histopathological
analysis of 96 patients. Kidney Int 62:1732-1742, 2002

6. Haroun MK, Stone JH, Nair R, Racusen L, Hellmann DB, Eustace JA: Correlation
of percentage of normal glomeruli with renal outcome in Wegener’s
granulomatosis. Am J Nephrol 22:497-503, 2002

7. Neumann I, Kain R, Regele H, Soleiman A, Kandutsch S, Meisl FT: Histological
and clinical predictors of early and late renal outcome in ANCA-associated
vasculitis. Nephrol Dial Transplant 20:96-104, 2005

8. Aasarod K, Bostad L, Hammerstrom J, Jorstad S, Iversen BM: Renal
histopathology and clinical course in 94 patients with Wegener’s granulomatosis.
Nephrol Dial Transplant 16:953-960, 2001

9. Kapitsinou PP, Ioannidis JP, Boletis JN, Sotsiou F, Nakopoulou L, Daphnis E,
Moutsopoulos HM: Clinicopathologic predictors of death and ESRD in patients
with pauci-immune necrotizing glomerulonephritis. Am J Kidney Dis 41:29-37,
2003

10. Vergunst CE, van Gurp E, Hagen EC, van Houwelingen HC, Hauer HA, Noel LH,
Waldherr R, Ferrario F, van der Woude FJ, Bruijn JA, Bajema IM: An index for
renal outcome in ANCA-associated glomerulonephritis. Am J Kidney Dis 41:532-
538, 2003

11. Hogan SL, Nachman PH, Wilkman AS, Jennette JC, Falk RJ: Prognostic markers
in patients with antineutrophil cytoplasmic autoantibody-associated microscopic
polyangiitis and glomerulonephritis. J Am Soc Nephrol 7:23-32, 1996

12. Zauner I, Bach D, Braun N, Kramer BK, Funfstuck R, Helmchen U, Schollmeyer
P, Bohler J: Predictive value of initial histology and effect of plasmapheresis on
long-term prognosis of rapidly progressive glomerulonephritis. Am J Kidney Dis
39:28-35, 2002



173

General discussion

13. Remuzzi G, Ruggenenti P, Benigni A: Understanding the nature of renal disease
progression. Kidney Int 51:2-15, 1997

14. de Lind van Wijngaarden RA, Hauer HA, Wolterbeek R, Jayne DR, Gaskin G,
Rasmussen N, Noel LH, Ferrario F, Waldherr R, Hagen EC, Bruijn JA, Bajema
IM: Clinical and histologic determinants of renal outcome in ANCA-associated
vasculitis: A prospective analysis of 100 patients with severe renal involvement. J
Am Soc Nephrol 17:2264-2274, 2006

15. Hauer HA, Bajema IM, Hagen EC, Noel LH, Ferrario F, Waldherr R, van
Houwelingen HC, Lesavre P, Sinico RA, van der WF, Gaskin G, Verburgh CA, de
Heer E, Bruijn JA: Long-term renal injury in ANCA-associated vasculitis: an
analysis of 31 patients with follow-up biopsies. Nephrol Dial Transplant 17:587-
596, 2002

16. Kunis CL, Kiss B, Williams G, D’Agati V, Appel GB: Intravenous “pulse”
cyclophosphamide therapy of crescentic glomerulonephritis. Clin Nephrol 37:1-7,
1992

17. Downer G, Phan SH, Wiggins RC: Analysis of renal fibrosis in a rabbit model of
crescentic nephritis. J Clin Invest 82:998-1006, 1988

18. Atkins RC, NikolicPaterson DJ, Song Q, Lan HY: Modulators of crescentic
glomerulonephritis. J Am Soc Nephrol 7:2271-2278, 1996

19. Couser WG: Rapidly progressive glomerulonephritis: classification, pathogenetic
mechanisms, and therapy. Am J Kidney Dis 11:449-464, 1988

20. Andrassy K, Erb A, Koderisch J, Waldherr R, Ritz E: Wegener’s granulomatosis
with renal involvement: patient survival and correlations between initial renal
function, renal histology, therapy and renal outcome. Clin Nephrol 35:139-147,
1991

21. Rastaldi MP, Ferrario F, Crippa A, Dell’Antonio G, Casartelli D, Grillo C,
D’Amico G: Glomerular monocyte-macrophage features in ANCA-positive renal
vasculitis and cryoglobulinemic nephritis. J Am Soc Nephrol 11:2036-2043, 2000

22. Weidner S, Carl M, Riess R, Rupprecht HD: Histologic analysis of renal leukocyte
infiltration in antineutrophil cytoplasmic antibody-associated vasculitis:
importance of monocyte and neutrophil infiltration in tissue damage. Arthritis
Rheum 50:3651-3657, 2004



174

Chapter 7

23. Sanders JS, van Goor H, Hanemaaijer R, Kallenberg CG, Stegeman CA: Renal
expression of matrix metalloproteinases in human ANCA-associated
glomerulonephritis. Nephrol Dial Transplant 19:1412-1419, 2004

24. Bohle A, Wehrmann M, Bogenschutz O, Batz C, Vogl W, Schmitt H, Muller CA,
Muller GA: The long-term prognosis of the primary glomerulonephritides. A
morphological and clinical analysis of 1747 cases. Pathol Res Pract 188:908-924,
1992

25. Grcevska L, Polenakovic M: Tubular and interstitial lesions and mononuclear cell
infiltration in primary forms of glomerulonephritis. Ren Fail 15:485-493, 1993

26. Cockwell P, Calderwood JW, Brooks CJ, Chakravorty SJ, Savage CO:
Chemoattraction of T cells expressing CCR5, CXCR3 and CX3CR1 by proximal
tubular epithelial cell chemokines. Nephrol Dial Transplant 17:734-744, 2002

27. Nitta K, Horita S, Okano K, Uchida K, Honda K, Koike M, Sekine S, Itabashi M,
Tsukada M, Takei T, Suzuki K, Yumura W, Nihei H: Tubular osteopontin
expression in patients with ANCA-associated glomerulonephritis. Clin Nephrol
56:459-466, 2001

28. Rastaldi MP, Ferrario F, Tunesi S, Yang L, D’Amico G: Intraglomerular and
interstitial leukocyte infiltration, adhesion molecules, and interleukin-1 alpha
expression in 15 cases of antineutrophil cytoplasmic autoantibody-associated renal
vasculitis. Am J Kidney Dis 27:48-57, 1996

29. Waldherr R, Noronha IL, Niemir Z, Kruger C, Stein H, Stumm G: Expression of
cytokines and growth factors in human glomerulonephritides. Pediatr Nephrol
7:471-478, 1993

30. Noronha IL, Kruger C, Andrassy K, Ritz E, Waldherr R: In situ production of
TNF-alpha, IL-1 beta and IL-2R in ANCA-positive glomerulonephritis. Kidney Int
43:682-692, 1993

31. Schwarting A, Hagen D, Odenthal M, Brockmann H, Dienes HP, Wandel E,
Rumpelt HJ, Zum Buschenfelde KH, Galle PR, Mayet W: Proteinase-3 mRNA
expressed by glomerular epithelial cells correlates with crescent formation in
Wegener’s granulomatosis. Kidney Int 57:2412-2422, 2000

32. Brouwer E, Huitema MG, Mulder AH, Heeringa P, van Goor H, Tervaert JW,
Weening JJ, Kallenberg CG: Neutrophil activation in vitro and in vivo in
Wegener’s granulomatosis. Kidney Int 45:1120-1131, 1994



175

General discussion

33. Hattar K, Grandel U, Bickenbach A, Schwarting A, Mayet WJ, Bux J, Jessen S,
Fischer C, Seeger W, Grimminger F, Sibelius U: Interaction of antibodies to
proteinase 3 (classic anti-neutrophil cytoplasmic antibody) with human renal
tubular epithelial cells: impact on signaling events and inflammatory mediator
generation. J Immunol 168:3057-3064, 2002

34. King WJ, Adu D, Daha MR, Brooks CJ, Radford DJ, Pall AA, Savage CO:
Endothelial cells and renal epithelial cells do not express the Wegener’s
autoantigen, proteinase 3. Clin Exp Immunol 102:98-105, 1995

35. Schwarting A, Schlaak JF, Wandel E, Meyer zum Buschenfelde KH, Mayet WJ:
Human renal tubular epithelial cells as target cells for antibodies to proteinase 3 (c-
ANCA). Nephrol Dial Transplant 12:916-923, 1997

36. Pusey CD, Rees AJ, Evans DJ, Peters DK, Lockwood CM: Plasma exchange in
focal necrotizing glomerulonephritis without anti-GBM antibodies. Kidney Int
40:757-763, 1991

37. Bruns FJ, Adler S, Fraley DS, Segel DP: Long-term follow-up of aggressively
treated idiopathic rapidly progressive glomerulonephritis. Am J Med 86:400-406,
1989

38. Bolton WK, Sturgill BC: Methylprednisolone therapy for acute crescentic rapidly
progressive glomerulonephritis. Am J Nephrol 9:368-375, 1989

39. Bligny D, Mahr A, Toumelin PL, Mouthon L, Guillevin L: Predicting mortality in
systemic Wegener’s granulomatosis: a survival analysis based on 93 patients.
Arthritis Rheum 51:83-91, 2004


